ABSTRACT
INTRODUCTION
Most Western healthcare organisations are in the spotlight as they are required to become more effective and efficient to satisfy the demands for good standards of service and the requirements of the financial constraints brought by increasing numbers of people demanding more and improved care. The English National Health Service (NHS) is no exception with growing, growing public, or media, concern that standards are unacceptable. Literature from the United States echoes the events being experienced in healthcare in England when it speaks of changes in demographics increases in users' expectations and competition along with pressure from government that demanded high levels of change. This level of change calls for fundamental change and creation of new value. (Chow, et al. 1998) In England a political catalyst for change arrived in 2000, when the Government launched the NHS Plan heralded (Department of Health 2000) as:
'…the biggest change to healthcare in England since the NHS was formed in 1948 [1] . The document sets out how increased funding and reform aim to redress geographical inequalities, improve service standards, and extend patient choice. ' The rhetoric of change in Government policy has been huge with the NHS challenged to realign itself to a new world, relax its hierarchical structures and move away from an internally focused culture and traditional ways of working. Jargon employed includes 'Modernisation', 'not more of the same, just more' and 'working smarter'. The newly formed Foundation Trusts [2] are seeking to exploit their new freedoms in order to be successful within this new world. There is recognition by some within the NHS that radical business process improvement is needed.
After the 2000 White Paper, the Government believed that performance management provided the answer, or at least a political means of demonstrating that the NHS had improved its performance. The result was a series of performance measures that the NHS should meet. Space prevents a full discussion of the merits or otherwise of that policy here. For Facilities Management (FM) there were two immediate targets. The Estates Returns Information Collection (ERIC), requireed some 2000 individual measures, covering items such as the cleaning costs per square metre and total pay costs for directly employed maintenance labour. It is arguable that the focus on cost per unit area actually concealed the existence of a large stock of poor quality, and unneeded space costing perhaps £600M per annum more than was needed (Price and May, 2008) .
The research described here focuses on the second target the Patient Environment measures known as the Patient Environment Action Team (PEAT) initiative. In 2000 every NHS Trust was required to prepare detailed action plans to improve their patient environment, focusing on nineteen separate elements that were set by NHS Estates (an agency of the Department of Health (DoH)) in consultation with NHS Trusts. These nineteen elements were deemed to comprise the Patient Environment and included car parking, entrances and reception areas, visitors' and ward toilets, cleanliness, the condition and cleanliness of linen, decoration and maintenance standards and the quality of patient food. Within each Trust, an individual Trust Board member was required to be nominated 4 to take responsibility for the patient environment and for the implementation of these action plans. The Patient Environment was generally seen to be the responsibility of the FM team. In order to ensure that progress was made by each Trust Patient Environment Action Teams were established to assess hospitals. The inspection teams, which are what they are in reality, usually consisted of a mixture of skills, for example, nurses, matrons, doctors, catering and domestic service managers, executive and non-executive directors, dieticians and estates managers. They also include patients, patient representatives and members of the public. Under the programme every inpatient healthcare facility in England with ten beds or more was assessed annually for standards of cleanliness and food. Prior to 2004 each hospital was awarded a colour to denote a Good (Green), Acceptable (Amber) or Poor (Red) performance. The approach was changed in 2004, with hospitals being rated as Excellent, Good, Acceptable, Poor or Unacceptable. In additionextra elements of assessment were introduced, includingprivacy and dignity; segregation of men and women in sleeping areas and toilets/bathrooms. A self-assessment programme was introduced, for hospitals that achieved a score of 'Good' in 2003. External validators were involved in undertaking random visits to those hospitals which self-assessed: seeking to verify that self-assessments were appropriately conducted and scored consistently.
The research was designed to investigate why, given this framework, some Trusts appeared to have achieved significant and sustained quality in their Patient Environments whereas others had not. There were two phases to the work, a desk based review of the sample population and ethnographic field work with Facilities Managers (FMs) in an identified sample of trusts who delivered consistantly high standards of Patient Environment. For reasons of space we cover the former in more detail. Our primary aim is to demonstrate that the explanations were intrinsic not extrinsic; that is they lie in the culture and behaviour of the FMs and or the Trusts concerned rather than external factors.
DESK BASED RESEARCH

Selection Criterion
The criteria used to establish the research group were:
 An acute Trust in England offering non specialist services; The acute sector is the sector within the NHS that most people recognise as an entity. It provides either elective or emergency secondary care in a hospital setting. It is the sector where the impact of the Patient Environment upon the health of the patient is gaining recognition, and the importance of that impact is starting to be understood (Miller and May, 2007) . The acute sector performance reports attract much public and political attention.
Since the introduction of the Scottish Regional Government and Welsh Assembly much interpretation and implementation of policy for health has been devolved. The research was restricted to Trusts in England in order to eliminate the potential variation introduced by this. Again to eliminate potential variation specialist trusts were excluded from the sample. Many are better resourced for their size (Price and May, 2008) which, taken with 5 a focus on particular groups of patients, might influence local decisions on the Patient Environment.
There were a number of reasons for using the PEAT results when setting the criteria:  They were clear standards for each element of the patient environment. These standards were set by the DoH (originally by NHS Estates and more latterly by the National Patient Safety Agency), and were drawn up in consultation with NHS Trusts.  The standards dealt with all elements of the patient environment and did not recognize differences in roles and reporting structures. For example they include areas of nursing responsibilities, did not focus only on the built environment, and include the services that form the immediate patient environment, such as linen and food.  There were clear and objective scoring mechanisms, although these may not be perfect. It is worth noting that there was a lack of belief in the objectivity in the scoring mechanism as Trusts were given 24 hours warning of the inspection visit and 'targeted' cleaning and maintenance could take place; another example of Goodhart's Law (Pidd, 2005; Price and Clark, 2008) . When the external inspection was superceded by internal inspection the responsibility for objectivity passed to the Trust and efforts were made by most Trusts to try to ensure this, by the inclusion of non-Trust members such as volunteers in the inspections.  Audit teams were made up from a number of people from different backgrounds (for example, FM managers, estates managers, infection control nurses, executive directors and non-executive directors, etc.) and these people could be from other organisations within and without the NHS.  External audits and verification visits took place.
 Patient representatives were included.
 Information was routinely reported to Trust Boards.  Scores were calculated by a third party, NHS Estates or the National Patient Safety Agency, giving a sense of objectivity.  The scores used for the research were published on the DoH Web Site, and available to the general public.  Scores against the standard were available from the inception of the initiative up to the commencement of the field research and thus proved consistency in delivery over time.
Some NHS FMs argued that the standards and their use had fallen into disrepute over the period they have been in use, favouring the more affluent or the smaller trusts and that scoring mechanisms have become politicised. However there was a general consensus that this was a national system of standards and scoring, indeed the only national system at the time that was recognised and understood within the NHS and was therefore the appropriate system to use. Each Trust in the group was issued a personal identification number and name in order to ensure anonymity, thus facilitating any sensitive discussions that may take place during the course of the research and protecting any confidential information given. The names chosen were those of celebrity chefs.
Desk Study of the Trusts Within the Research Group
It is an intuitively logical hypothesis to suggest that a number of external influences might offer an FM department an advantage in providing a successful Patient Environment. Indeed, although the desk research had been undertaken before the conversations with the FMs in the research group, they later called attention to the question of these influences, claiming that they were helped by a certain factor, perhaps the size of the Trust, the affluence of the population or the situation of the hospital.  the health profile of the population.
Organisational factors
Potential variation due to the type of trust was eliminated by restricting the research group to acute Trusts that offered non-specialist acute services.
Two arguments, both later raised in interviews, were possible in relation to trust size. A large trust may have more resources or more skills to bring to bear on the Patient Environment, than a smaller trust. Alternatively, it may be possible for a smaller trust to achieve more ownership and teamwork across the organisation because of its size. The results (Table 1) show the group is spread across the large, medium and small categories, with bed numbers between 354 and 1,192, and incomes between £52M and £202M. The spread suggests that size is not a deciding factor when considering the consistent delivery of high standards of Patient Environment by this particular group of Trusts.
A Trust with only one hospital to maintain might have been able to achieve higher standards than Trusts where resource and attention is spread across more than one site. Conversely, a Trust with more than one hospital may have had more opportunity to use the resources flexibly or more efficiently and therefore had an advantage over Trusts with single sites. Again Table 1 does not support the argument. Whilst there are a number of single site Trusts -11 out of 16 -the remaining 5 Trusts have between 2 and 5 hospitals per Trust. At the time of the research this distribution was typical of the NHS as a whole.
The possible influence of organisational changes was also considered. The majority (13 out of 15), of the group received Trust status between 1991 and 1994 and remained the same entity for the period 2001 to 2004. Two, Whitingstall (founded in 1998) and Oliver (in 2000) had been subject to merger or reorganisation since the inception of NHS Trusts. Another policy change since the inception of NHS Trusts is the formation of Primary Care Trusts. These organisations often resulted in combined Acute and Community Trusts giving away certain parts of their business so that the Acute Trust became more focussed on the acute needs of the population with Community services provided by Primary Care. This is true of Smith, and meant that although the Trust did not become a new organisation, it has been through considerable structural changes. The FMs from Smith subsequently asserted that downsizing had contributed to its success. Others asserted the benefits of stability. All that can be said from this evidence is that it is possible for success to be delivered even when organisational identity is being challenged and Smith's history
shows that success can be maintained during a period of significant organisational change. So, whilst stability might assist in the delivery of high standards of Patient Environment, Oliver, Whittingstall and Smith show that high standards can still be delivered during periods of change.
The group did not show any unique organisational arrangement for FM services. It included both old and new sites, some with all FM services outsourced under PFI, some with all services in house and some a hybrid of in house and outsourced FM services. 
Geographical Spread
There was a feeling among Facilities Managers in the NHS that PEAT was very political, and that there may be an element of 'one in each area' to satisfy the political agenda.
Work identifying the group does not support the assertion. There are no Trusts in the group from either the London or North East Regions disproving the political spread theory. However, in further considering this point of viewwe questioned whether the opposite was true; were there areas of the country where successful Trusts predominated? To understand whether the group members were evenly spread around England, or predominately grouped in one area, the Trusts were allocated to the regions of England as defined by the National Statistics Office (Census 2001). As can be seen in Table 2 It was important to understand the population that the group served. It may be that a certain size or profile of population resulted in a successful Patient Environment. For example, if the population were more affluent (and therefore healthier), they may have made less use of the hospital, and consequently the Patient Environment suffered less wear and tear? Maybe providing good environments in inner city hospitals serving a more densely populated area was more difficult? Maybe older populations used their hospitals more and were more demanding of better standards because they were more reliant on services?
A Trust will predominantly draw its patients from a catchment area determined by the purchasing patterns of the Primary Care Trusts (PCT's), who mainly buy non specialist acute services from their local Trust. Therefore it was possible to identify each PCT and thus the Trust catchment area by using the NHS website 'NHS in England' which allowed a search by Strategic Health Authority (SHA). The major purchasing PCT's for each Trust were then identified by selecting maps on the NHS website and cross referring to the PCTs' websites. The methodology does not allow for seasonal migrations such as holidaymakers and migrant workers but established the population profile for each catchment area in terms of:  Population size and density  Age  Employment  Affluence  Health Table 3 shows the size of the population within the catchment area of each Trust. It shows populations from 146,000 people to1,861,000. Thus the figures show no correlation between the size of the population and the success in standards of Patient Environment demonstrated by the group members.
The population density for each PCT area is shown separately as this gives more information than the mean of the PCT's areas within a Trust catchment area. Some Trusts are in very rural areas and serving small population groups, for example, Lawson serves a population of 140,000 with a density of only 0.71, the lowest in the group. Several Trusts appear to have a centre of population but also serve the rural areas around that centre, for example, Harriott has a mean population density of 13.91, with one PCT area having a population density of 25.55 and their second having a population density of 2.27. Rhodes and Oliver clearly have some catchment areas with very high density.
Thus we see that the group contained a wide spectrum of sparse, dense and combined populations, deriving from catchment areas comprising of rural, town or inner-city locations. There is no evidence that a certain type of location offers group members an advantage in delivering high standards of Patient Environment. Again, the later interviews with the FMs showed that they believed their particular geography could contribute to their success.
The Age of the Population
An older population may access health care services more frequently than a younger one. Conversely, younger populations may access a different spectrum of health care services, for example, maternity services or paediatric care. Either factor could have affected the FMs' ability to provide high standards of Patient Environment. The mean and median age of the normal resident population of the catchment area at the time of the 2001 Census was obtained from the Neighbourhood Statistics website (Age Structure -KS02). Mean age is computed as the sum of each person's age last birthday, in single year counts, divided by the number of people. The median age is the middle value when all ages are arranged in order from the youngest to the oldest.
Whilst it would appear (Table 4 ) that a number of the Trusts were serving a population that were a little older than the mean and median for England, there are Trusts that had populations with age means and medians that are the same or below the England figures.
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The age of the population may have a slight impact on the group. Equally the correlation may be non causational.
The Affluence of the Population
Higher levels of affluence are known to result in lifestyles that in turn bring better health. This might have resulted in less call for health services and thus less demand on local hospitals. Less demand could have extrapolated to the standard of Patient Environment in that less use would result in standards being more easily and cheaply maintained. A more affluent society may also have an expectation of higher standards of Patient Environment.
The Approximated Social Grade UV50 (National Census 2001) was used as an indicator for affluence in order to understand the Socio Economic Classing of the catchment areas from which the group were taking their patients. All people aged over 16 within each PCT catchment area were divided into the following categories:  AB: Higher and intermediate managerial / administrative / professional  C1: Supervisory, clerical, junior managerial / administrative / professional  C2: Skilled manual workers  D: Semi-skilled and unskilled manual workers  E: On state benefit, unemployed, lowest grade workers
The information was grouped according to Trust catchment areas (Table 5 ) and compared with national averages. Table 5 shows that the population for each Trust has a different socio-economic profile. Whilst these figures are interesting, and provided more background on the profile of the catchment area of the Trusts, they do not suggest a consistent theme of affluence or deprivation, if socio-economic class is accepted as a indicator of these states.
Economic Activity
It is well accepted within the NHS that employment brings better health. We therefore examined the employment rate of the populations under consideration. Unfortunately there was insufficient data shown for Employment Rate (percentage of population employed) against PCT area. In the absence of this data, we used the data relating to Economic Activity UV28 (National Census 2001). Table 6 shows the usual resident population aged 16 to 74 who were economically active. All people who were working in the week before the Census are described as economically active as are people who were not working but were looking for work and were available to start work within 2 weeks. Full-time students who are economically active are also included. Those classed as economically inactive are:  Retired;  Student (excludes those students who were working or in some other way were economically active);  Looking after family/ home;  Permanently sick/disabled;  A person who is looking for work but is not available to start work within 2 weeks; and  Other. The results show a spread of economic activity between the Trusts, with 5 out of the 14 Trusts being above the percentage figure for England. Again, there is no evidence of consistency, hence no support for economic activity in the catchment areas impacting on the Patient Environment standards of the group.
The Health of the Population
General Health UV20 (National Census 2001) showed the usual resident population by a self-assessment of their general health over the 12 months before the Census. Limiting Long Term Illness UV22 (National Census 2001) gives a self assessment of whether or not a person had a limiting long-term illness, health problem or disability which limited their daily activities or the work they could do, including problems that are due to old age. It was possible that populations who did not feel they enjoyed good health and consequently had greater dependency on their local hospitals in turn created a demand for higher standards. However, they may have also caused greater wear and tear on the Patient Environment by their more frequent use, thus creating a situation whereby the Trust found it more challenging to deliver high standards of Patient Environment. Table 7 shows a spread around the percentage figure for England. Again perceived ill health can be dismissed as a shared external influence on the group.
Conclusions of the desk top study
The study was a high level investigation of the main external influences and Trust characteristics that might influence the Trusts and their FMs. It found no evidence that would warrant further and deeper investigation and indicated that external influences and Trust characteristics were not creating advantages for the FMs that would have assisted them in delivering high standards of Patient Environment. The possibility of extremes making the environment more difficult to sustain has not been excluded. It is possible, for example, the conditions that may occur in London (such as density, diversity, staff competition) which explain the absence of any London Trust from the sample. Equally in parts of London and elsewher extreme affluence (bringing with it challenges such as staff competition) might affect a Trust.
Otherwise there was nothing common to the group to obviously distinguish them from a random set of Trusts other than their ability to achieve a high level of PEAT score on a consistent basis.
Given this lack of external influences and Trust characteristics, the question remains as to why the FMs within the research group have consistently delivered high standards of Patient Environment over the period of the research. Was it a factor of their leadership and or the culture of particular Trusts? Was the FM service well managed? That became the question for the second phase of the research, a detailed ethomethodological study in the Trusts who agreed to partcipate from within the group. We can only summarise that study here for reasons of space.
ETHNOGRAPHIC RESEARCH
An extensive literature review revealed the FM literature largely ignored leadership, and the 'softer' aspects of management focussing instead on process models and metrics.
Likewise the leadership research and leadership gurus tend to overlook the role of leadership in perceived 'support' functions.
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The review was tempered by the authors' experience of working in and with the NHS and in summary led to a model (Table 8) . It also included reference to how leaders need to work within the context of their organisation, its culture and the external environment. This model provided a platform against which to analyse observations of the FM leaders in the sample group. Permission was sought to interview and observe groups of FMs responsible for the Patient Environment in the Trusts concerned. Ethics requirements necessitated an initial approach to the research managers at each Trust. Only 6 gave timely consent, 7 refused and 3 discounted for other reasons. Arrangements were made to talk to 22 FMs at Director, Senior Manager and Operational Manager level. Meetings were arranged to last for 1 hour and were sometimes on a 1:1 basis and sometimes as a 2:1. For example, the Senior Manager at Rhodes invited his Operational Manager to join the conversation, as did one of the Senior Managers at Stein. Lawson provided an opportunity to talk to the contractor's management team and they chose to hold their discussion as a group. At Smith, the Director and one Senior Manager opted for a joint conversation, while other Senior Managers chose a 1:1 approach. Thus, the 22 FMs contributed to the research through 16 conversations.
THE LEADER
Management of attention Management of meaning Management of trust, self and risk
The interviews were conducted by RM, a former Facilities Director within the NHS. It was evident to her from the visible condition of each site that the Patient Environment rankings were warranted.
It became evident that several of the FMs were sensitive about the conversation and the possibility that they would make statements that could be attributed to them. Whilst they wanted to give a true account of their observations, they were keen that the information was presented in such a way that they could not be identified, either by other members within their Trust, by people reading the thesis, or by other participants in the study. On two occasions RM was asked not to use the tape recorder, one FM Manager saying that s/he would tell the 'real story' if the tape was turned off. They felt that blame could be apportioned and retribution would follow if they did not reflect the organisational view.
The analysis of the 16 conversations showed there were significant common themes at each of the six sites:
Theme 1: Pride and Commitment
The FMsdemonstrated pride in their organisation and in their teams, rather than pride in themselves and their attainments; they were rather humble individuals who were modest and self-deprecating. Interestingly they were not the individuals on the national circuit talking about their success and their attainments. They were unaware of their place in the group of Trusts who delivered consistently high standards of Patient Environment, and were keen to retain their anonymity. Their surroundings spoke of an absence of selfaggrandisement and a need to be accessible, with offices being small, often situated in out of the way places and mostly within the operational centre of the FM organisation.
Theme 2: Personal Style
The FMs defined leaders as those who took responsibility, could win hearts and minds, and create teams both within FM and across the Trust. They spoke of their personal style, and the ability to change their style and conversation to fit individuals and circumstances. They spoke of the need to be able to manage conversations by communicating well and selling ideas and vision to a variety of people at different levels in the organisation. To ensure that FM teams remained motivated and committed the FMs created situations whereby they could be accessible, visible and seen to be leading by example. They wanted to be seen as fair, honest and open. They liked to know what was going on in FM and across the Trust, and to be seen to be inquiring and participating in others agendas.
Theme 3: Claims of luck and other contributory factors
The FMs seemed to think there were reasons for their success that were outside their control. They spoke of the estate they managed, its situation, geography or condition. For example, they claimed that the size of the organisation could put them in a good starting place. Each group highlighted particular aspects of their Trust's situation and described themselves as being lucky. The desk based study had of course shown the absence of such commonalities.
Theme 4: Opportunity for personal development
The FMs saw the need for personal development for all staff within FM, whether management or shop floor, NHS or contract staff. When talking of their own personal development their main areas of interest seemed to be in growing the depth and width of their experience. They were keen to use other managers/directors as mentors and coaches and to tap into and build networks, thus keeping informed and up to date. The FMs reported that they felt encouraged to learn and develop their skills, and some were enthusiastic to do this. Despite this emphasis on personal development, career development within FM was not such a strong theme within the conversations. While the FMs saw training as a help in delivering to the standards required and as a basis for their staff to become better qualified or educated, the more important reason for having a strong focus on training was to help the staff members feel valued, and thus become more motivated to contribute their best. When this commitment to training and development is 20 viewed in tandem with the FMs' commitment to improvement and to increasing staff morale (Themes 5 and 6: Maximising Contribution), we begin to see evidence of the Learning Organisation (e.g. Tran 1983 ).
Themes 5 and 6: Maximising the Contribution from the FM Team and the Contractor's Team
The FMs acknowledged that staff made up a large part of the FM resource and as such they were seen as key in delivering the services at the standards required. FMs were keen to see all FM staff valued in the same way, whoever employed them. They did not want to see a difference between directly employed and contractor's staff. Where contractors were used they were likely to be well known, selected for quality as well as price and encouraged to become an integral part of the FM team. Such integration was either approached formally (for example, the partnering arrangement at Lawson) or by recognition by the Trust (for example Oliver), or by simply working well together. The two themes are essentially one. The group did not distinguish NHS staff from contractors.
Theme 7: Stability, experience and change
Most of the FMs recounted organisation-wide changes that had occurred within their Trusts and impacted on them and/or their teams, changing the culture of the organisation. These conversations, stories in the memory of the organisation that are part of the cultural web (Johnson and Scholes 1993) , were offered as an explanation of how the Trusts came to be where they were today. Thus the FMs demonstrated how they used organisational legends to depict the need for the changes that had happened and help the listener understand the behaviours that were needed to support the new culture. In the hands of these FMs, history became the new rhetoric, rather than an underpinning of the old culture. The FMs' conversations evidenced their ability to abandon the norms of FM and their motivation to change the system. This was demonstrated by the FM from Harriott who said 'The NHS is packed with 'we've always done it this way'.'
Other FMs who spoke positively of the opportunities for change within their Trust further evidence this behaviour.
Theme 8: Integration with Clinical Teams
Recognising that FM was a service that supported clinical delivery, the FMs saw themselves and their people as part of the hospital team. They were keen to ensure that their teams were integrated within the clinical teams, particularly at ward level. Their desired integration was furthered by the FM working closely with others outwith the FM organisation, for example, Modern Matrons (MM). There is no formal line management relationship between a FM and a MM but the FMs saw an opportunity to engage the MM in their vision and were prepared to invest time and effort into building the relationship.
The FMs not only evidenced a desire to work within and to create processes and/or structures where non existed through the creation of networks, but also an ability to create processes and/or structures that inspired ownership in their staff, thus earning staff a place within the ward or clinical team. There is clear evidence that the FMs understood that there was a need to approach the two (often entwined, but sometimes separate and conflicting) agendas with a different style. This difference was often in the language employed when presenting the FM agenda rather than in the content of the agenda; for example, the FMs had embraced the importance of the relationship between the star ratings and the PEAT inspections, and were prepared to ensure that this was reflected in a way that would be understood and acted upon by the Top Team. By translating the importance of PEAT into the corporate language of outputs and results (bottom line) they had ensured its place on the corporate agenda.
Theme 10: External Perspective
When considering matters external to their Trust, the FMs were mainly interested in their local communities. Some used the Regional and National networks such as HEFMA, but largely they were not interested in leading the national agenda, becoming involved in a practical way only when it impacted on their Trust and its services. Indeed, theymay have been interested in staying away from the national scene, in the same way as they were keen to ensure that they could not be identified in this research and took a cautious approach to new national rhetoric (Theme 7: Stability, Experience and Change). This may have been to protect their achievements from the glare of publicity, or to avoid the dilution of effort experienced when a manager invests time in the national agenda. Their lack of interest in participating in the national arena echoes the evidence of the Theme 1: Pride and Commitment) FMs being rather humble individuals who were modest and self-deprecating (Theme 1: Pride and Commitment. However, their lack of interest in the national arena does not mean that they are not interested in contributing to and delivering the targets set by the Government and the DoH.
When speaking of their community, the FMs expressed the need for the community to have pride and confidence in their local hospital and how the FMs could ensure this by not taking/allowing actions that could damage that pride and confidence. They wanted to ensure that the community was on board with the Trust's activities and direction and spoke of attending community meetings such as the scrutiny committee.
DISCUSSION: MANAGING MEANING AND ATTENTION
The research identified a sample of 15 Acute Trusts (out of 182 in England) that had achieved persistent high standards in PEAT ratings at all their sites through four rounds of inspection. The sample has neither obvious external commonality nor any discernible commonality of organisational form or contractual arrangement for the provison of the relevant FM services. Where access was granted the F's in the group show common leadership behaviours; managerial styles which might be considered closer to Macgregor's (1960) theory Y rather than theory X or to the adaptive (rather than mechanistic) style proposed for successful FM innovation (Price and Akhlaghi, 1999) .
The research cannot claim that such a style is absolutely necessary ab initio. It does show such a style to be the apparent common factor in the sample. In a focus group of senior NHS FMs held to review the results one participant did observe that the conclusion was obvious, but that to behave in that way would 'be career suicide in my trust'. It remains possible that there is an additional common factor in that the culture of these particular 22 trusts in some way permitted the FMs interviewed to behave as they did. Such larger cultural influences are an interesting area for further research.
More generally the results support a view that leaders manage by framing meanings through 'conversation' where communication is much more than a simple ability to verbalise a vision and where 'language' extends to the use of symbols and expression (Musson and Cohen, 1999) , to shape a cultural web (Johnson and Scholes, 1993) . The Managers in the sample displayed the ability to present information in a way that gets others to listen and understand, thus capturing their attention (Bennis and Nannus, 1985, Edington, 1997) .
FM as a profession or managerial discipline tends to be concerned with tangible processes and inputs (Price, 1992; . The examples described here argue that such concerns are not sufficient; that FM leaders must also manage language, both of the business -ensuring that their vision caught the attention of the clinical teams and the corporate agenda and the top team -but also the actual staff maintaining the Patient Environment. The exercise can involve translation as where Oliver re-wrote the 'middle-class' values of their organisation to show staff how the organisational values relate to them. They then reward their staff members for demonstrating their understanding and commitment to these values.
A separate paper (authors in prep) will examine the results of the research in terms of observations of organisational results being shaped and achieved through conversation (April 1999; Ford and Ford 1995) . Meanwhile the research argues for the difference FMs can deliver by creating different and powerful conversations.
